Colin Baker medical officer just before Poole's departure.17 Similarly, Highett Westbury, who had also been appointed assistant collector, transferred to the medical service in 1897, but very soon died of apoplexy."8
In 1897 the medical department consisted of a principal medical officer and two medical officers,19 but the numbers soon began to increase, and by the end of 1901 another six doctors and seven female nurses had been appointed." The position, then, at the end of the Protectorate's first decade was that of those medical officers who had been engaged in government service, four were dead,21 nine remained,22 and the rest had left. Hospitals had been built at Zomba, Fort Johnston and Karonga, and the public hospital at Blantyre had been taken over by the administration. 23 The cost of these medical services-almost exclusively curative-rose from £250 in 1891 to £5,000 in 1900; the proportion of total government expenditure devoted to them varied between two per cent and four per cent and the per capita expenditure remained well below one penny. 24 By 1900 the medical department was already well established as a distinct and specialized functional unit of government. Organizationally, there was a principal medical officer in charge of eight medical officers and seven nursing sisters, and professionally all were specialist civil officers; Watson, Gray and Westbury had been district administrators as well as medical men, Rendall had been more entomologist than medical practitioner, and one-third of all those so far engaged had been naval officers as well as doctors. The average length of the doctors' government service in Central Africa was only two years, but one had practised medicine there since 1886,25 and another had previously served in India;26 of the remainder, at least one had qualified only a few months before he arrived in the country. 27 During the next decade the size of the department remained the same but the annual recurrent expenditure rose from £5,000 to £9,000, and consequently the proportion of recurrent expenditure devoted to personal emoluments fell annually, from ninety per cent at the turn of the century to sixty-two per cent in 1910. The proportion of total government recurrent expenditure devoted to the medical department reached the seven per cent to eight per cent level which was to become the "normal" level for several decades. Capital expenditure on medical works probably did not exceed a total of £2,000 during this decade, and was spent mainly on repairs to hospitals, on a lunatic asylum, and on new staff houses.28
The goverunent medical service in Malawi, The department dealt with a series of health hazards in the early 1900s. Sniallpox was a constant threat, and the demand for vaccination-the beginning of preventive measures-increased." The construction of the Chiromo to Limbe railway, through unhealthy country, was accompanied by much illness, and kept the doctor at Chiromo extremely busy. Colin Baker then in charge of the only imported case, died of the disease.37 Thereafter rigorous efforts were made to restrict entry from the Congo and Tanganyika, but sleeping sickness did enter the country in 1910, and during the next few years developed dangerously even though the area affected was relatively small. 88 Such were the fears of government that they took two important steps: the further increase of the medical staff by three doctors," and the employment of a Sleeping Sickness Commission of two more medical officers under Sir David Bruce.40 During 1908-1914 the government doctors and (over a shorter period) the commission, did much intensive and systematic work on sleeping sickness. By 1914, however, it was clear that, though endemic in the Dowa lakeshore area, there were no signs of the disease becoming epidemic. This, with the war-time need to redeploy medical staff, led to the commission's withdrawal in 1914.
The First World War seriously reduced the civilian work done by the medical department, and for most of the time seven of the eleven doctors were in the army. 
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The government medical service in Malawi, 1916. However, as we have seen, in fact, the amount of medical work increased substantially during, and because of, the war. The department's staff varied a good deal in numbers, the medical officers from fourteen (1912) to eight (1920) and nurses from seven (1911) to three (1918) . The total strength of the department was the same in 1920 as it had been in 1910." III Until the early 1920s the medical service was designed primarily to care for government officials. This was clearly stated in Dr. Boyce's 1891 contract and remained the case for thirty years. Government hospitals and medical staff were located where government officials were stationed and not where the bulk of the population lived. This state of affairs prevailed during the First World War when the greatly expanded facilities were almost exclusively for military personnel and carriers. Thus, for the first time, hundreds of thousands of Nyasaland Africans had access to government medical services, and this was bound to lead to pressure-whether voiced or notto extend facilities after the war.
But the influence of the war was not sufficient in itself to induce what was, in essence, a considerable shift in policy, a shift towards social service as part of government's function, a move away from "law and order" administration towards development, a reorientation from focusing on the official element towards providing facilities for the African public. There were influences within Nyasaland such as the pressures of the missionaries who repeatedly complained about the inadequate medical facilities and pointed out that the Africans were getting little medical attention for the taxes they were paying." There is some evidence also that members of the administration shared these feelings and that expatriate planters were beginning to understand the economic advantages of a healthy population.47
There were also outside influences. 
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The influence of the war in introducing large numbers of Africans to medical facilities, and the shift in policy towards African interests combined to bring about an expansion of medical services, particularly in the rural areas. This expansion was reflected in the growth of departmental staff, the amount of money spent on running the department, and the capital expenditure on medical works.
First, there were three important developments in staffing. The number of professional members (including medical officers, specialists, sub-assistant surgeons, matrons and nursing sisters) increased markedly and rose from twenty-eight in 1921 to forty-six in 1938.50 By the mid-1930s there was a medical officer or sub-assistant surgeon in charge of the hospitals at fifteen of the twenty district headquarters; at three others a hospital assistant looked after the dispensary; and the medical officers were now able to make monthly visits to the rural dispensaries.5, Second, the establishment and growth of a sanitation branch added a senior sanitation officer, two superintendents and nineteen inspectors to the department.5' To the efforts of the sanitation branch was added, after 1933, the enthusiasm of many of the newly created native authorities, some of whom appointed their own sanitation staff Although the greatest emphasis continued to be placed on curative medicine, significant additional steps were also taken in prevention. A government doctor was seconded to the staff of the resident engineer in charge of constructing the Lower Zambezi bridge and spent much time inspecting the hospital and labour camps there in 1934. Shortly after this the director of medical services sent his medical officers for a week or two each year to carry out village surveys, and in 1937 the department commented on its new work in inspecting school-children and checking labour conditions on private estates.57 In the same year, a system of medical camps was introduced in which medical staff went into rural areas to give practical demonstrations and to lecture on sanitation.58
Data are available for 1936, which assist in comparing Nyasaland medical services with those in other British African countries. Nyasaland spent a rather smaller percentage (seven per cent) of its annual recurrent budget on medical services than the average (nine per cent), but had slightly more beds available to Africans in its government hospitals (3.3 per 1,000) than the average (2.9 per 1,000).
Thus, the inter-war period was one of considerable development of the government medical service. With a policy reorientation towards emphasizing African interests, the staff of the department expanded, particularly the number of trained African employees; the recurrent expenditure on medical facilities more than doubled; substantial capital sums were spent on building rural hospitals and dispensaries; and the volume of work accomplished-both curative and preventive-particularly in the rural areas, expanded appreciably. S5 Calculated from data given in Ann Beck, A history of the British medical administration of East Africa, There was a marked upswing in government revenue which enabled larger sums to be devoted to medical work, although the proportion of total annual recurrent expenditure returned to the pre-war seven per cent level.
During this period recurrent medical expenditure almost trebled, rising from £90,000 to £250,000, and for the first time the proportion of this expenditure devoted to non-salary "other charges"-including particularly drugs and equipment-rose above and remained above forty per cent. Similarly, per capita expenditure trebled, from 9.7 pence in 1946 to 23.8 pence in 1953. Capital expenditure was also impressive when compared with general pre-war levels, and within a few years of the war ending it matched or greatly exceeded the heyday period of Colonial Development Fund grants in [1931] [1932] 
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The government medical service in Malawi, designed to become "the main curative and clinical research centre ... as well as providing facilities for the training of medical assistants and general nurses".65 The excution of these plans fell to the Federal Government after 1953.
Continued training of hospital assistants, medical aides, midwives and nurses produced a small but steady supply of auxiliary personnel, although the total number increased very little. But it was at the senior professional level that the most important staff additions took place: five medical officers, eight nursing sisters, three health inspectors, three specialists and an assistant director of medical services. 66 Staff improvements enabled the doctors not only to deal more satisfactorily with their hospital work and with emergencies such as smallpox outbreaks and famine relief, but also to adopt a more positive approach to rural health education. They introduced, encouraged and supervised regular visits by dispensary staff to rural areas to teach and persuade villagers to adopt better sanitary and hygiene measures.67
In the early 1950s an air of progress existed; experiments were conducted in the use of insecticides on a large scale, and in bilharzia control by drainage; training of African staff was stepped up with the opening of a second training school, the insistence upon higher entry qualifications and the introduction of refresher courses for auxiliary staff; health surveys were conducted; a massive smallpox vaccination campaign was introduced, designed to cover the whole country every three years; a leprosy settlement was established and a detailed leprosy survey was embarked upon.6s Funds and staff-although never in the quantities required-were sufficient to continue this development. In 1954, however, the medical department became a federal responsibility, no longer under the direct control of the government and people of Nyasaland.
VI
African politicians, much opposed to the Federation, lost no opportunity to condemn it, and medical matters came in for a good deal of criticism; their fear of a deterioration in medical services was great and vociferously expressed. It was difficult to raise the matter in the Nyasaland legislature, and it seemed to the African members -with justification-that if they wished to raise federal matters (in order to criticize) they were ruled out of order, whereas if others so wished (in order to praise) they were allowed to do so." Nonetheless, they occasionally succeeded in voicing their views that the Federal Government was providing grossly inadequate facilities, the African staff were discriminated against, African politicians were refused treatment, important hospitals no longer had medical specialists, and not only were Africans opposed to working for the federal government, but many Europeans shared their views.70 "Ibid., 1953 Colin Baker Medical expenditure in Nyasaland did, in fact, increase considerably during the federal decade. Recurrent expenditure rose from £248,500 in 1953 to £1,052,300 in 1962. In 1953 the Nyasaland government devoted seven per cent of its recurrent expenditure to medical services, whereas in 1962 the Federal Government's expenditure on these services in Nyasaland was equivalent to twelve per cent of Nyasaland's total recurrent expenditure.7' In reply to the objection that what was important was not how much money was spent but on what it was spent, the Nyasaland government claimed that the expenditure in Nyasaland on drugs and equipment alone in 1958 was higher than the total expenditure on all medical services in 1952.72 The number of cases dealt with in government health centres rose from 3,600,000 in 1954 to 7,900,000 in 1962.
Staffing contrasted unfavourably with the satisfactory position of finance and the number of cases dealt with. Nyasaland medical staff were seconded to the Federal Government until 1959 by which time they were required to transfer to the Federal Service or to resign. The Nyasaland staff numbered 1,241 in 195373 but by the end of June 1958, this number had dropped over fifty per cent to 599.74 During this same period, of the forty professional medical staff who left Nyasaland government employment, only twelve (thirty per cent) transferred to the federal service; and of the thirty-four other senior members of staff only three (nine per cent) so transferred.75 Although the number of government medical officers in Nyasaland increased from twenty-five in 1952 to thirty-seven in 1958, only seven were seconded from the Nyasaland service.76 Only forty-four per cent of the African staff transferred to the federal service.77
Nyasalanders, unlike expatriates, had little alternative to finding employment locally, and few could afford to retire permanently. It was claimed by the Nyasaland government that they had "a free choice.... There is no compulsion at all ... no question of them being discharged in the true sense of that term. They will be offered reabsorption in a comparable position in the Territorial service .. .". This reassurance, however, was dashed almost in the same breath: "It is unlikely that it will be possible to reabsorb any large numbers of them. Moreover, it would in any event not be possible to offer comparable employment to . . . officers such as Medical Aides".78 A last-minute attempt in the legislature to avoid resignation or transfer, by retaining them in territorial government service, failed.79 Despite the personal sacrifices which resignation involved, there was a massive reluctance to transfer to the federal service, and this reluctance manifested itself in a determined form before July 1958.
The Federation was formally terminated on 31 December 1963, but it was agreed to transfer responsibilities to the territorial governments before that date, if adequate
The government medical service in Malawi, 1891-1974 staff could be employed. By July 1963, a director of medical services had been engaged, but the number of medical officers had dropped to fourteen,80 and there was an uncompensated outflow of medical stores from Nyasaland to Rhodesia totalling over £11,000 between July 1962, and July 1963.81 This could have done little to enhance confidence in the good faith of the Federal Government, and it still rankled several years later.82
By November 1963, the Ministry of Health was handed back to the Nyasaland government, which had secured the services of sufficient staff to make a start on running the health services.83 By 1 January 1964, the ministry was well up to establishment, over 500 trained junior members of staff transferring from the Federal Government.84 Later in 1964, forty-four officers who had resigned in 1959 rather than join the Federal Service, were reinstated.85 During 1964 a number of established senior posts were held in abeyance, possibly because the government was initially uncertain that it could afford all the posts which it wished to establish.86 A year later, however, confidence had returned and parliamentary sanction was granted for new professional staff.87 VII Since independence, Malawi has continued to expand its medical services with substantial increases both in the staff and in expenditure.
The staff of the Ministry of Health increased by fifty per cent between 1964 and 1974, the most important growth being among the specialists, medical officers, nurses and clinical officers.88
In colonial times, the law relating to medical registration was highly biased in favour of British qualifications.89 Thus, the number of medical practitioners who did not hold such a qualification was very small indeed, although after the Second World War it increased slightly.90 The President of Malawi, Dr. H. K. Banda, has frequently related how, despite his medical qualifications from the U.S.A., he had to obtain a British qualification to be registrable in his own country.9' Since independence, however, the country has been much less restrictive and government doctors have been drawn from some twenty different countries, although the majority first qualified in either the United Kingdom or Holland.
The number of Malawian doctors rose from three in 1964 to twelve in 1972. An
Colin Baker interesting passage touching upon the employment of Malawian doctors appeared in the Legislative Council Proceedings of 1941: "I would like to move the deletion of the provision of £315 . . . it was provided for the services of an African doctor who has been training in England and has passed his medical examinations, but it has since been found that he is not the right sort of man for Government employment and it has been agreed not to employ him."'2 Dr. H. K. Banda qualified in Britain in 1941.93 Had he then returned to his home country as a government officer, the course of history in Central Africa might have been different."
Annual recurrent expenditure has increased by ninety-three per cent since independence, from £987,000 in 1964 to £1,906,000 in 1974. To deal with the point raised in Federal times that it is not how much money but what it is spent on that matters, expenditure on medical stores and equipment rose from £219,000 in 1964 to £505,000 in 1974. In 1964 eighty-eight per cent of all recurrent expenditure was devoted to curative services and six per cent each to administration and preventive services. By 1974 the curative proportion had dropped to eighty per cent, whilst administration had risen to twelve per cent, and preventive services to eight per cent.95 There is still, therefore, a very heavy concentration on curative medicine.
VIII
In these concluding paragraphs we shall look at the developments which have taken place over the past eighty years, by briefly reviewing finance and staffing, and then by examining medical policy.
Save for a drop during the First World War, there has been a continuous rise in the amount of money spent each year on running the government medical services. From a very small sum, £250, barely sufficient to cover the salary of the single medical officer in 1891, it has risen to £1,906,000 in 1974. On the whole, expenditure on medical services has kept pace with the general increase in total government expenditure, and has remained at seven per cent to eight per cent of total expenditure over long periods. Unlike the fairly steady increase in recurrent finance, capital expenditure has varied a good deal, periods of exceptional growth alternating with periods of relative inactivity.
The annual per capita expenditure on medical services has risen steadily from about one penny at the turn of the century to about ninety-four pence today. ' 
308
The government medical service in Malawi, Federal era than they had been at the beginning. Today there are over 1,750 employees in the ministry.
The number of specialists has increased over the years. The first specialist was a medical entomologist employed in 1914. In 1932, a second specialist, a pathologist, was appointed. By the beginning of the Second World War, a dental surgeon and a pharmacist had joined the service, and when the Federal Government assumed responsibility there were a surgical specialist, a medical specialist, a pathologist, a radiographer, two dental surgeons and two pharmacists. When the territorial government first resumed responsibility, the number of specialists appointed (seventeen) was only slightly fewer than the number of general medical officers (nineteen). Today there are thirty-one specialists and forty-three other medical officers.
Developments in medical policy are difficult to trace because, particularly in the past, specific policy statements were rarely made. One is often obliged, therefore, to discover the policy by inference from the way in which the services were administered, and from indirect sources.
In the early 1890s the aim was to provide medical facilities for government officials. It is probable that Johnston was very much concerned with his personal health, but also with that of his officials: "He is a funny little man and worries a great deal. If anyone is ill he is always in a great state of mind".97 It is clear from Dr. Poole's letters that he treated people of all races-African, Indian and European-and that his work was not confined to government employees. He built a hospital and a dispensary in Zomba in 1895, and the former, at least, was for Africans.98 The early policy, then, probably was that government medical officers were engaged primarily to treat government employees, of whatever race, but also to deal with any nonofficials who happened to be in the vicinity.
By the early 1900s the government had begun to look upon itself as being responsible for a national medical service. The service was not necessarily free, it certainly was not universal, it was severely limited in scope and it relied heavily upon the complementary services of Mission doctors and nurses. Nonetheless, a medical department already existed and its annual reports were comprehensive, detailed, and covered all sections of the population.
The overwhelming emphasis was on curative medicine but already the beginnings of prevention were appearing: although public health activities were largely confined to the town councils, the government medical officers were advisers to these councils and usually the collector was chairman." Some rural public health work was also undertaken in areas where beri-beri occurred,100 and a system of inspection of government institutions, specifically including hospitals and dispensaries was introduced.101
The 1908 Vaccination Ordinance rendered everyone in the Protectorate liable compulsorily to be vaccinated, and one of the purposes of the 1912 District Administration (Native) Ordinance was to improve the public health of the rural areas. To these preventive measures must be added the very considerable amount of work done in 97 Gelfand, op. cit., note 3 above, p. 53.
